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INTRODUCTION:  A mediastinal  thyroid  mass  discovered  years  after  a total  thyroidectomy  represents  an
unusual and  uncommon  clinical  situation.  Few  cases  have  been  reported  and  controversy  exists  regarding
the  etiology  of  this  ectopic  thyroid  tissue  as  well  as  the optimal  surgical  approach  for  resection.  We  herein
describe  a case  of  a mediastinal  thyroid  goiter  discovered  ﬁve  years  after  a total  thyroidectomy.
PRESENTATION  OF  CASE:  A 54-year-old  Hispanic  female  was  diagnosed  with  a  diffuse  cervical  goiter  sec-
ondary  to Hashimoto’s  Thyroiditis  and  subsequently  underwent  a total thyroidectomy.  Five  years  later
the patient  had a chest  X-ray  as part of a preoperative  evaluation  for an  unrelated  and elective  surgical
procedure.  Signiﬁcant  tracheal  deviation  was  identiﬁed.  A computed  tomography  scan  was  obtained  and
demonstrated  a  well  encapsulated  mass  in  the  superior  mediastinum  resulting  in  tracheal  deviation  and
compression.  This  “forgotten”  goiter  was successfully  resected  utilizing  a standard  cervical  approach  and
the  patient  recovered  uneventfully.
DISCUSSION:  A  thyroid  mass  within  the  mediastinum  following  a total  thyroidectomy  is a  condition  often
referred  to  as  “forgotten  goiter”.  Prior  reported  cases  are  few,  and  data  is  limited,  with  some  uncertainty
remaining  as  to  the  exact  origin  of  this  ectopic  thyroid  tissue.  Possible  etiologies  include  an  incomplete
removal  of the  thyroid  gland  during  initial  cervical  thyroidectomy,  or perhaps  an  autonomous  intratho-
racic  goiter  (AIG)  – a thyroid  gland  located  in the  mediastinum,  independent  and  with  no  parenchymatous
or  vascular  connection  with  the cervical  thyroid  gland.
CONCLUSION:  A  trans-thoracic  or sternal  splitting  approach  is generally  not  required  for resection  of
a mediastinal  goiter  and  our experience  conﬁrms  that  the  case  of  the  “forgotten  goiter”  can  be safely
approached  through  a cervical  incision  as  well.
©  2016  The  Author(s).  Published  by Elsevier  Ltd on behalf  of  IJS Publishing  Group  Ltd.  This  is  an  open
he CCaccess  article  under  t
. Introduction
In 1992 Massard et al. reported 7 cases of mediastinal thyroid
issue discovered after total cervical thyroidectomy and described
hese ﬁndings as “goiter oublié” or the “forgotten goiter” [1].
he forgotten goiter lacks any visible connection to the cervical
ortion of the thyroid gland and may  represent remnants of an
ncompletely resected cervical goiter or perhaps the result of com-
letely separate and autonomously functioning thyroid tissue that
ecomes hypertrophic following removal of the cervical thyroid.
eview of the published data suggests a latency period ranging
rom 1 to 39 years following cervical thyroidectomy. Patients may
ecome symptomatic either from hormonally active thyroid tissue
ithin the mediastinum or from mass effect causing tracheal com-
ression and deviation. More commonly however the mediastinal
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goiter is clinically silent and presents only with asymptomatic tra-
cheal deviation as an incidental ﬁnding. Since Massard’s initial
description of the “forgotten goiter” there have been very few addi-
tional reported cases in the literature and no clear consensus as to
the optimal approach for resection.
2. Presentation of case
A 54-year-old Hispanic female with a past medical history of
Hashimoto’s Thyroiditis was  referred for a total thyroidectomy ﬁve
years prior to our encounter. During the initial thyroidectomy, the
surgeon noted the left side of the thyroid gland to be unusually
large and partially intrathoracic.
The entire thyroid gland was  reported to have been removed and
sent to pathology where it weighed 95 g, measured 9.8 × 6 × 4 cm,
and had a multinodular appearance consistent with the diagnosis
of Hashimoto’s Thyroiditis.
Five years later the patient had a chest X-ray as part of a preop-
erative evaluation for an unrelated and elective surgical procedure
and was  found to have signiﬁcant deviation of the mediastinal tra-
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Fig. 1. Gross specimen showing well encapsulated mass measuring
5.0  × 4.0 × 3.3 cm and weighing 43.6 g.
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Fig. 3. Histologic section revealing a benign ectopic thyroid with nodular hyperpla-
sia.ig. 2. Cut section showing a benign ectopic thyroid with nodular hyperplasia.
hea. A computed tomography scan (CT scan) was obtained which
emonstrated a well circumscribed 6.4 × 3.2 cm superior medi-
stinal mass on the left side, causing rightward deviation of the
rachea suggestive for a mediastinal goiter. The patient was com-
letely asymptomatic and there was no palpable cervical thyroid
n examination. The patient subsequently underwent resection for
he superior mediastinal mass utilizing a trans-cervical approach
ithout need for sternotomy. A neural integrity monitor (NIM)
nd electromyogram (EMG) endotracheal tube were used during
he procedure to identify the left recurrent laryngeal nerve. The
pecimen was  delivered from the mediastinum with the capsule
ntact and was sent to pathology. Grossly the specimen measured
.0 × 4.0 × 3.3 cm (Fig. 1) and weighed 43.6 g. Histologic sections
Fig. 2) revealed a benign ectopic thyroid with nodular hyperpla-
ia (Fig. 3) and unremarkable subcapsular parathyroid (Fig. 4). The
atient’s recovery was uneventful.
. Discussion
A thyroid mass within the mediastinum following a total thy-
oidectomy is a condition often referred to as “forgotten goiter”.
rior reported cases are few, and data is limited, with some uncer-
ainty remaining as to the exact origin of this ectopic thyroid
issue. Possible etiologies include an incomplete removal of the
hyroid gland during initial cervical thyroidectomy, or perhaps anFig. 4. Histologic section revealing an unremarkable subcapsular parathyroid.
autonomous intrathoracic goiter (AIG) – a thyroid gland located
in the mediastinum, independent and with no parenchymatous or
vascular connection with the cervical thyroid gland [2].
Embryological development of the thyroid gland begins with
the entodermal diverticulum, which appears in the midline of the
ventral surface of the pharynx. This sac will form the parenchyma
of the thyroid gland and is connected to the ventral ﬂoor of the
pharynx via the thyroglossal duct. As the thyroglossal duct atro-
phies, the thyroid gland relocates anterior to the trachea. Anomalies
may  occur, however it is rare to have the gland located deep to the
sternum [3].
While substernal extension of a cervical goiter is a far more com-
mon  presentation, only 1% of mediastinal masses are intrathoracic
thyroid tumors [4]. Our patient’s development of an asymptomatic
mediastinal mass 5 years after total thyroidectomy is consistent
with the description of other authors and most likely represents a
clinically silent goiter left behind at the time of original thyroidec-
tomy.
Compensatory hypertrophy of residual thyroid tissue follow-
ing partial thyroidectomy was ﬁrst described by Wagner in 1884
and was subsequently conﬁrmed by the work of Loeb, Marine, and
Cameron [5]. Any thyroid tissue remaining after cervical thyroidec-
tomy can grow or migrate inferiorly. In a review of the literature,
Calo et al. reported that in the majority of cases forgotten goiter is
the consequence of the incomplete removal of a plunging goiter,
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lthough sometimes in may  be attributed to a concomitant, unrec-
gnized mediastinal goiter which is not connected to the thyroid
6]. In our case, the original operating surgeon noted that the left
ide of the thyroid gland was large and had an intrathroracic com-
onent. Despite the belief that the entire gland was identiﬁed and
xcised at the initial operation, we strongly suspect that at least
ome functional thyroid tissue remained and over time underwent
ompensatory hypertrophy.
. Conclusion
Contrary to the recent reported experiences of others, we found
 complete resection of the forgotten goiter can be safely accom-
lished using the same standard cervical approach commonly
tilized for thyroidectomy with mediastinal extension and does
ot require sternotomy [7].
Our review of the literature found few cases of a mediastinal goi-
er following total cervical thyroidectomy between the years 1992
nd 2013. Whether this is indicative of the true rare occurrence
f this condition or rather represents signiﬁcant underreporting
s unclear. In our case report, the patient’s mediastinal goiter
ay  have been a remnant inadvertently left behind at initial thy-
oidectomy, or may  have been an ectopic thyroid that became
ubstantially hypertrophic in the years following thyroidectomy.
wareness of the potential for compensatory hypertrophy of any
emaining thyroid tissue however should compel the surgeon to
e meticulous in the identiﬁcation and complete removal of any
ediastinal extensions at the time of cervical thyroidectomy.
This case reafﬁrms that a mediastinal goiter can be safely and
ompletely resected using a standard cervical approach and the
ase of the “forgotten goiter” is no exception. The size, location, and
enign characteristics remain the more relevant considerations in
etermining a cervical rather than trans-sternal entry.
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